One further area in which the West Midlands deviates a little from the Calman document is the designation of an associate cancer centre. It is envisaged that highly specialised surgical and other services will normally be provided in the cancer centres. However, given the current 'map' of service provision in the West Midlands, there will also be a need for certain specialised surgical services to be provided in hospitals that would not meet the full criteria to enable designation as a cancer centre. This is to take account of existing, predominantly surgical, expertise within the region, which is already established in District General Hospitals that will be defined as cancer units rather than cancer centres. Some of these highly specialised services already exist in the region, such as thoracic surgery at the Birmingham Heartlands Hospital NHS Trust and oncology orthopaedic surgery at the Royal Orthopaedic Hospital NHS Trust, paediatric oncology services co-ordinated by the Birmingham Children's Hospital NHS Trust. There will need to be close and defined links between the 'associate cancer centres' and the 'cancer units/centres' with which they are linked to ensure that the multidisciplinary ethos prevails. The purist might argue that all cancer specialists who are involved in providing a central or regional service should be relocated, with appropriate infrastructural support, to the cancer centres. However, in our view, this is unlikely and a more pragmatic approach, in the short and medium term is to recognise, appraise and utilise existing services.
We wish to create an integrated cancer service which will allow access to a flexible but homogeneously excellent cancer service across the length and breadth of our region. Mindful of the need for audit and a desire to demonstrate that service reorganisation will meet the needs of our community and will result in manifest good (improvements in quality of life and survival) we have commissioned an IT network to bind the cancer centres and satellite units together. This will be based in the Regional Cancer Registry and will provide an important database to monitor the quality of service provision. If we accept that our interpretation of the Cancer Services report is that it suggests a hypothesis to test, namely, by delivering improved cancer services we will reduce cancer mortality, then the regional IT network will provide the baseline data required to prove or refute this base concept. :Coventry Figure 2 The West Midlands cancer network. Primary care is seen as the focus of care. Detailed discussions between primary care teams, units and centres will be necessary to clarify patterns of referral and follow-up which will ensure the best outcomes.
2.
Cancer units should be created in many District General Hospitals. These should be of a size to support clinical teams with sufficient expertise and facilities to manage the more common cancers.
3.
Associate cancer centres will be accredited for the management of specific cancer types or therapeutic procedures, e.g. thoracic surgical oncology services, paediatric oncology services, but will not meet the full criteria for a cancer centre.
4.
Cancer centres should provide expertise in the management of all cancers, including common cancers, within their immediate geographical locality and less common cancers by referral from cancer units. They will provide specialist diagnostic and therapeutic techniques including radiotherapy.
5.
Regional cancer centre fulfils the functions described in section 4, but has additional roles of integrating laboratory and clinical research, co-ordinating clinical trials and continuing education. working with the purchasers, will appraise each case to be considered as a centre or unit. If deficiencies in the service are identified then the Trust and the team will negotiate a timetable for change and rectification of problems. Provision of the regional IT network will allow consensual, regionwide audit and provision of baseline data on cancer incidence and mortality which will allow us to monitor the impact of these service changes. We envisage that this process of appraisal will be continuous with a site visit frequency of once every 2 years.
What else needs to happen? Primary healthcare This is a relatively neglected area and much needs to be done here. Preliminary ideas include diagnostic algorithms to strengthen GPs index of suspicion for cancer (Austoker, 1994) It would seem that time, tide and wind are favourably set for a shift in the organisation of cancer services. Let us test the hypotheses outined in this brief paper and see if these changes will bring about demonstrable benefit.
